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When the colon is exteriorized the full thickness of the bowel wall should be sutured to the edges of the skin excision at the eight points of the compass and the aim should be to obtain healing by primary epithelial apposition, thus avoiding the formation of granulation tissue and fibrous contraction which occurs if a redundant length of colon is left protruding above the skin surface. London IN speaking about non-radical procedures in the treatment of carcinoma of the rectum I do not wish to put back the clock of surgical progress, but I do wish to warn enthusiasts-and particularly young and relatively inexperienced enthusiasts-that when we treat carcinoma of the rectum we are on every occasion treating a patient and not a disease.
Non-radical Procedures in the
Carcinoma of the rectum affects predominantly the older age groups, and it is inevitable that we meet amongst our patients many who are bad surgical risks for any major operation. We do not shun these risks in our efforts to eradicate malignant disease, but there are occasions when the standard radical procedures and the more extensive ablations of which we have heard this afternoon are lethal operations. Let us ever remember that we have done no service to Man, or to the progress of surgery, by killing a patient as the result of an ill-conceived radical operation when a lesser procedure might have given him a reasonable period of useful and happy life, and sometimes also a cure of his disease. I have in mind those patients we see all too often who are fat, short in stature, bronchitic and emphysematous, hypertensive, with a history of previous coronary thromboses, diabetic, and showing the signs or symptoms of prostatic obstruction. Any combination of these hazards increases enormously the risks of the standard combined excisions. We must learn to pick out those patients in whom a theoretically desirable radical operation will surely result in death.
We are all aware that we kill more patients in our first hundred abdominoperineal resections than in our second and third hundreds, and experience takes a long time to acquire. In 'From Guy's Hospital, London.
acquiring our skill I think we have all killed by radical procedures patients who might well have lived if we had been content, in suitable cases, with an operation theoretically less perfect but in practice at least giving the patient a chance of survival.
The lesser operations which, in suitable conditions, still have a place in the treatment of cancer of the rectum are: (I) Perineal resection for low growths, and (2) Hartmann's operation for high growths.
I have not personally had the success which Grey Turner achieved with the Kraske type of operation for growths of the middle third of the rectum, and I shall confine my further remarks to those patients on whom I elect to perform a perineal resection or a Hartmann's operation.
As we gain the experience and confidence required to make the radical combined excision or anterior resection a safe operation in our hands, these lesser and non-radical procedures appear less often in our operating lists. But it is my thesis to-day that they should be performed more often by younger surgeons who have not yet acquired the necessary experience, and that they should still be performed by experienced surgeons in bad-risk patients when conditions are suitable.
When a patient has a growth in the middle third of the rectum there is no alternative to a radical procedure if the growth is resectable. If, however, the growth is in the lower third in a really bad-risk patient, a perineal resection may be the only operation he could survive; in such cases, with a "C" growth little is lost, and with an "A" or "B" growth the long-term results are often surprisingly gratifying-and certainly much better than having a dead patient as the result of performing an ill-advised radical procedure.
Similarly, with growths in the upper third of the rectum in bad-risk patients, Hartmann's operation may allow a patient to survive who would succumb to the extended procedure of a more radical operation and restoration of continuity by anterior resection. In such cases a colostomy is a small price to pay for a reasonable chance of survival and useful life.
In making these remarks I am not attempting to condone timidity in the surgery of cancer of the rectum. Young patients, and all those who are good or fair operative risks, must be given every chance of cure by a radical operation, but when the operative risk is unduly high, or the experience of the surgeon limited, a non-radical perineal resection or a Hartmann's operation in suitable cases will allow a living patient to leave hospital with a reasonable chance of a good Proceedings of the Royal Society of Medicine period of useful life. A bigger and more perfect operation would have killed him, and in every case we must seek to give the best chance to each individual patient. Dead men tell no tales, nor do they figure in the inhuman statistics of five-year survivals! Adjuncts to Surgery of the Large Intestine By MONTE EDWARDS, M.R.C.S., F.A.C.S.1 Baltimore, Maryland DURING recent times so many measures have been introduced to improve the lot of the patient recovering from radical colon surgery, and so many measures have become routine, that the relative merits of each may be difficult to evaluate. There can be no doubt about the major role played by blood, fluid, and electrolyte replacement and of the need for bowel decompression wherever necessary prior to and immediately following operation, but there is conflict in purpose between disinfection of bowel contents and mechanical cleansing.
The oral exhibition of poorly absorbed sulfa drugs and broad-spectrum antibiotics is deficient in that their effect is confined largely to the coliform group of organisms, and, in any case, their benefits cannot be maintained at that most important period of recovery directly after the operation. The bacteria that escape are either the most potent or the most intractable, namely, the clostridium and staphylococcus on the one hand or proteus and pseudomonas on the other, with such other weeds of the intestinal flora as monilia introducing an additional nuisance factor. The complications for which they are responsible occur with greater frequency than is generally acknowledged. Pseudomembranous enterocolitis and gas gangrene of the abdominal wall still occur. The malodorous consequences of the other organisms, as well as delayed healing and wound disruption, have a disturbingly high incidence.
No antibiotic or combination of antibiotics, however given, will ensure complete protection against the depredation of these organisms, and it is not pretended that any substitutes recommended here will completely eliminate them. But when the proponent of bowel disinfection is looking around for something to give in the presence of obvious infection post-operatively there remains only parenteral administration to which he must surely resort in emergency. Those 'Union Memorial Hospital, Baltimore, Maryland, U.S.A. who emphasize pre-operative mechanical cleansing only, look upon the castor oil and enemas which accompany all varieties of preparation as the important factor. An empty bowel is essential, regardless of its purity. Parenteral administration of a broad-spectrum drug by either the intravenous or intramuscular routes post-operatively apparently does a better preventive job in that it has a broader influence and, although not the complete solution to the undesirable consequences previously referred to, yet results in a much lower incidence of them.
The routine pre-operative introduction of either long or short nasogastric tubes to facilitate the intra-abdominal procedure appeared to have its advantages. At laparotomy the small bowel occupies less space and interferes less with exposure and mobilization of the colon or rectum. But in the case of the long tube, three complications in fairly recent experience have contributed to its abandonment (Kantor tube in each case): (1) Butterfly knotting, for which some powerful and dangerous tugging had to be used during its withdrawal. (2) Multiple perforation of small intestine, apparently from prolonged pressure from the mercury bag on the intestinal wall. (3) Engagement of the bag in the ileocecal valve, making upward withdrawal impossible, subsequently relieved, however, by downward delivery, but not without anxiety.
The short tube is relatively safer, but still remaining are the discomforts associated with its introduction and prolonged lodgment in the pharynx. Undesirable, too, is the withdrawal of those electrolytes which we are so anxious to conserve and go to great pains to replenish by other means.
The essential adjuncts in all cases of plain colon resection are:
(1) Castor oil in large doses, 45 to 60 c.c., on the morning prior to operation.
(2) Clear liquid diet thereafter.
(3) Warm tap-water enemas until returns are clear, two hours before operation.
(4) Adequate blood and fluid replacement during and after the procedure.
(5) Intravenous oxytetracycline, in 500 mg. doses, at twelve-hour intervals, for 4 doses, starting in the last bottle of fluid while patient is on the table; and intramuscularly, in 100 mg. doses, for two more days if indicated.
Until recently a short Levin tube had been introduced after the operation, usually before the patient regained consciousness, and removed when flatus had been passed, but in 6 recent cases where this feature has been omitted there has been no apparent difference in subsequent convalescence. The anti-emetic drugs have been helpful.
